Spinal anaesthesia is now widely used for prostatic surgery in elderly men. It is also becoming increasingly popular as the choice of anaesthesia in, for example, orthopaedic and obstetric surgery. Major neurological sequelae following spinal anaesthesia are exceedingly rare, but chronic subdural bleeds are occasionally reported following this technique. 1 The symptoms of gradually rising intracranial pressure may not become prominent until after discharge, by which time only the more astute doctor will relate them to the patient's anaesthetic. We report a case in whom diagnosis of this complication was markedly delayed.
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CASE REPORT
A previously well, 71-year-old man was admitted in acute urinary retention and underwent uneventful transurethral resection of prostate (TURP) the following day. Spinal anaesthesia was induced with hyperbaric bupivacaine 0.5% 2.5 ml introduced atraumatically via the L3-4 interspace using a 22-gauge needle. Apart from a single episode of pyrexia, recovery was uncomplicated and he was discharged on the third postoperative day. He did not complain of headache in the postoperative period. Later that day he returned to the Accident and Emergency department concerned that he had not passed urine. He had drunk little during what had been a very hot day and following oral rehydration he was again discharged having passed urine without difficulty.
Six weeks later he was taken to the family doctor by his wife as she had become increasingly concerned about his poor health following the operation. His symptoms over that time included severe headaches and, of most concern to him, frequent vomiting.
Because of the latter he was referred to a gastroenterologist and three weeks later an uncomplicated endoscopic gastroscopy was performed under sedation.
After a further five weeks the patient was again seen by his family doctor, as his wife had noted marked changes in his personality. He was still vomiting, his headaches had become worse and, in addition, he had become incontinent of urine and ataxic. Five weeks later he was reviewed by the original urological team. They were impressed by changes in his cognitive function and, after an uneventful cystoscopy under general anaesthesia, a cranial computed tomogram (CT) was arranged as an outpatient. That investigation was carried out six weeks later, a total of twenty-nine weeks after the original spinal anaesthetic. The large bilateral subdural haematomas revealed are shown in Figure 1 . Subsequently these were evacuated and he made a complete neurological recovery. 
DISCUSSION
Bier introduced spinal anaesthesia in 1898 and the link between post dural puncture headache (PDPH) and cerebrospinal fluid (CSF) leakage from the dural fistula created has been recognised since that time. The pathophysiology of PDPH and subdural haematoma is similar, the reduced CSF volume and pressure allows the brain to move caudaIly with stretching of dural veins. This produces pain and, in extreme cases, these veins may tear leading to subdural bleeding. 2 A persistent dural fistula can develop following dural puncture and may allow the events described above to occur over a protracted period of time. If CSF leakage is exacerbated, as can happen with strenuous activity after discharge, PDPH or subdural bleeding may not manifest themselves until then, by which time patient and attending doctors may fail to relate the headache to the previous anaesthetic and operation. Our patient was initially treated during a heatwave so dehydration could have contributed further to the imbalance between CSF loss and CSF production thereby aggravating PDPH and increasing his risk of subdural bleeding. Although chronic subdural haematoma can occur following a head injury (often very minor), there was no history to suggest this as the cause of the pathology in our patient. Also the onset of symptoms relates closely to the time of the spinal anaesthetic.
A review of the literature reveals the rarity of this complication following spinal anaesthesia. In the 43 years since 1949 there have been only fifteen, similar, reported cases. '· 6 The subdural haematoma was bilateral in only three of the patients described. An identical complication has been described in four other obstetric patients. All of these women developed intracranial subdural haematoma following accidental dural puncture at the time of attempted extradural catheter placement for relief of labour pain. The intracranial bleeding in each was bilateral, possibly a result of rapid CSF loss through the fistula accidentally created by the larger Tuohy needle. 2,1 From both groups, totalling nineteen patients, four deaths were recorded. 3 The incidence of PDPH is directly related to the size of the spinal needle and the frequency of such headaches decreases with increasing age. 7 ,10 Despite these findings, subdural haematoma has followed dural puncture with needles as small as 25 gauge and in patients up to the age of 71 years. 5, 6 
CONCLUSION
Whilst it is not possible to absolutely exclude other causes of subdural bleeding in this or other cited anecdotal cases, the close temporal relationship of the spinal anaesthetic to the onset of symptoms of raised intracranial pressure suggests a causal mechanism.
Although subdural bleeding appears to be a very rare complication of this technique, early recognition is important to minimise neurological sequelae. Physicians, particularly general practitioners and anaesthetists, therefore need to be vigilant regarding the development of such symptoms in patients after spinal anaesthesia, and be aware that several weeks may elapse between the procedure and the onset of definitive symptoms of raised intracranial pressure. A cranial CT should be considered as an early investigation in such circumstances; this is particularly so if compounding aetiological factors, for example dehydration and vomiting, are also present. In future this may become even more important with widespread use of low-dose aspirin, increasing the risk of bleeding, in the elderly population to treat vascular disease and in pregnancy as prophylaxis for pre-eclampsia and certain other disorders of pregnancy.
